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Deadline for Filing this Form isJuly 10, 2000.

You have been identified as someone who might have a claim against Tufts Health Plan of New England, Inc. You have
a claim if you know or believe Tufts Health Plan of New England, Inc. owes you mouey. You should complete this form if
you believe you have an actual or potential claim against Tufts Health Plan of New England, Inc. To have your claim
considered by the Liquidator, this Proofof Claim must be received by Tufts Health Plau of New England, Inc. no later

than Julv 10, 2000. Failure to return this completed form will result.in the DENIAL OF YOUR craiM. You are advised to

retain a copy of this completed form for your records.

~Alexis M. Herman, Secretary of Labor

1. Claimant’s Name:

U.S. Department of | ahar/0ffice  of the Solicitor

JFK Federal Buildin -
Boston, MA 03703‘ g, Room E-375

2. Claimant’s Address:

3. Claimam’s Telephone Number, with area code:
Fax Number, with area code:
4. Claimant’s Social Security Number, Tax ID

§. Claim is submitted by (check one):
a) ___ Policyholderof Tufts Health Plan of New England, Inc. (Individual or employer group making premium

paymentto Tufts Health Plan of New England, Inc. for healthcare)
b) ___Member or Subscriber witha claim for unreimbursed medical services
c) Medical Provider, Enter Tufts Health Plan of New England Provider Nr
d) Broker or Agent licensed with Tufts Health Plan of New England, Inc.
¢) General Creditor of unpaid invoices
f) State or Local Government Entity Describe in detail
documentation:

Number or Employer ID Number:

the nature of your claim and attach supporting

—X_Other. Describe in detail the nature of your claim and attach supporting documentation:

See Attachment

8)

6. Indicate the totl dollar amount of youf claim. Ifthe amount of your claim is unknown, write the word “unknown”, BUT be

sure to attach suﬁ"xciept documentationto allow for determination of the claim amount.
¢ unliquidated (ifamountis unknown, write the word “unknown”).

See Attached.

Do you claim a priority for your claim? If so, why:
Is there any dollar amount which should be deducted by Tufts Health Plan of New England, Inc. from your claim (e.g.
premium owed by you to Tufts Health Plan of New England, Inc.) or any other reason your claim should not be paid

in full? If so, describe in detail:

If you have obtained a judgement against Tufts Healt,’{x Plan of New England, Inc. on which you are basing your claim,

pleasc complete Section 13.
Has Tufts Health Plan of New
If YES, please complete the following UNLESS the p
services that you provided or paid for.
Amount of partial payment
Date of partial payment

England, Inc. paid any part of your claim? YES NO
artial payment was for reimbursement of medical

7. If you were a Tufts Health Plan of New En
describe in detail the nature of your claim, inc

the termination of your policy. Attach all relevant

statements that you paid.

gland, Inc. policyholderand arc
luding the date(s) for which you
documentationin supporto

submitting a claim based on unearned premium,
paid for coverage that was not provided due t
fyour claim such as copies of premium

R
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and have a claim for services provided or other amounts related to providing covered services
f Tufts Health Plan of New England. you must provide the following

d listing of your #eceivables is required. This listing must include a) the

ient's nme. c) date of service, d) procedure code or other service
supporting other types of claims related to the provisiono
mitted. such as copy of the applicable provider services

y N . -
'_f}"you,a;c a medical provider
4t have not been paid due to the liquidationo

aformation in support of each claim. A detaile
_-member identifier or subscriber’s social security #, b) pat
identifier and ¢) the dollar amount of the services. Documentation
medical services under a contractual arrangement must also be sub
agreement. - "

and, Inc. member or subscriber filing for medical services reimbursement, you
must provide the following information for each claim. You may attach a separate sheet if necessary. You must provide
documentationto support your claim (i.e. copy of provider’s billing statement and/or claim form (e.g. HCFA 1500 or UB-92)).
a. Member # (Social Security # of Subscriber): - -
b. Patient’s name:
c. Date of claim:
d. Dollar amount of claim:

9. If you were a Tufts Health Plan of New Engl

10. [fyouare a general creditor. describe, in detail, the nature of your claim, inctuding the amount of any security backing up
your claim. Attachall relevant documentationin support of your claim, such as copies of outstanding invoices or

applicable contracts:

11. Print the name. address and telephone number of the person who has completed this form.

Name: __Maureen | . Capavan, Attarney
Address: U.5. Department of Labor/0ffice of the Solicitor
“JFK Federal Bldg., Rm. £-375, Boston, MA 02203

Phone # with Area Code (_617 ) 565-2800 Email address

12. If represented by legal counsel, please supply the following information:
a Name of attorney: ___Maareen | . Canavan Attorney
b. Name of law firm: ___U.S. Department of Labor/Qffice af the Solicitor
c. Address of law firm: JFK Federal Blda,, Bm, E-375

Boston, MA (02203

d. Attorney’s telephone: __(617)565-2500
e. Attorney’s fax number: _(617)565-2142
f. Attorney’s email address

13. For completion by a claimant using a judgement against Tufts Health Plan of New England, Inc. as the basis for this claim:
a Amount of judgement
b. Date of judgement
c. Name of case
d. Name of court
d Court docket or index number (if any)
€. State court is located in

14. Complete the following: .
| Alexis M. Herman (insertclaimant’s name) subscribe and affirm as true, under the penalty of perjury as

f:)llows: that | have read the foregoing proof of claim and know the contents thereof, that this claim in the amount of

unliquidated DOLLARS ($__See Attached. Jagainst Tufts Health Plan of New
England, Inc. is justly owed, and except as stated in item 6 above with respectto a setoff to be deducted from my
claim, there is no defense or counter~claimto my clam, and that the matters set forth above or in any accompanying

statements are true to the best of my knowledge and belief. I also certify that no part of this claim has been sold or

assignﬁtoathirdp Y / /
by Counsel/ Lf_/(,h’/il A, (E 24, 6%

dimant’s sign ate
Maureen-L. Canavan, Attorney

Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties

15. Return this completed Proof of Claim Form by Julv 10, 2000to0:
Proof of Claim Form

Tufts Health Plan of New England, Inc. POC 12 16564
PO Box 549237
Walthamn, MA 02454-9237

e e b e ansmalar nntential claim woninet Tufte Health Plan of New England, Inc.
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.
ATTACHMENT TO PROQOF OF CILAIM

The Secretary of Labor, Uhited States Department of Labor is
charged with reSponsibilit§ for the enforcement of the fiduciary
requirements of Title I of the Employee Retirement Income
Security Act, 29 U.S.C. §1001 et seq.,.(ERISA), whiéh includes
instituting actions in federal district court for legal and
equitable relief to employee benefit plans pursuant to ERISA

- §502(a), 29 U.S.C. §li132(a).

The Secretary, under her statutory authority, has initiated
an investigation of Tufts Health Plan of New England, Inc.

Upon information and belief numerous employers in New
England contracted with Tufts Health Plan of New England, Inc. to
provide health insurance to their employees. The Secretary's
investigétion will determine, for example, whether there exist
unpaid medical claims, and/or premium reimbursements due, for
employees/participants in Plans contracted with Tufts Health Plan
of New England, Inc.

The Secretary files this proof of claim to protect her
interests and those of the Plans and Plans' participants.

Because the investigation has not yet been completed, the
Secretary files this proof of claim in an unliquidated amount.

This proof of claim will, if neFessary, be amended.

POC 12 16565



